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SYNOPSIS

STARTING IN 1997, on its 40th anniversary, the National
Heatlth Interview Survey (NHIS) will begin collecting data in a
radically redesigned form. The redesign was undertaken
because interviews were too long; new or different kinds of
information were needed, including better measures of
health status and chronic conditions; and the ability to analyze
family-level data was limited.

A shortened annual core survey
will be supplemented with a rotating
set of questions: designed to provide
more detail than the current NHIS
with respect to health status, utilization
of health care services, and health pro-
motion and disease prevention. One
adult from each family will be objec-
tively selected to be the respondent,
and a significant portion of the data will
be collected by self-report. For several
of the most common chronic condi-
tions, additional information will be
routinely collected that will improve
the clinical relevance and quality of
data about those conditions. While
there will be some costs associated
with these changes, their net resutt will
be to enhance the value of NHIS data
in addressing current health policy
issues.

ince the inception of the

National Health Interview

Survey (NHIS) in 1957,

policy makers, researchers,

businesspeople, and stu-
dents have come to rely and depend
on the Survey. Modifications made
each decadel'?3 may have been
important to the quality of the data
and to achieving certain analytic
goals, yet the basic conception of the
survey has remained relatively
unchanged for 40 years. Considering
the magnitude of changes in our
health delivery system during this
same period, it is easy to see why a
major rethinking was needed. Starting
in 1997, a radically redesigned NHIS will be in place.

The significance of the NHIS as a source of data and
the important effects the redesigned survey will have on the
availability of health data in the United States make an
understanding of the problems of the old NHIS and the
solutions found in the new one important.
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The effects
that two-hour
interviews
could have on
respondents,

interviewers,
and the
quality of data
was quite
worrisome.

Redesign of NHIS

I was part of the group that planned the redesign of the
NHIS and also provided technical assistance during its
implementation. Although I am therefore an informed per-
son, I am not unbiased about the value of the revised Survey.
However, I have tried to present this overview objectively.

Origins of the Redesign

The survey was launched by an act of Congress in 1956
“to produce statistics on disease, injury, impairment, disabil-
ity, and related topics on a uniform
basis for the Nation.” It has been
collecting data on a continuous basis
for the past 40 years. The defining
characteristics of the survey, which
have remained remarkably constant,
include the following: (4) About
40,000 households are interviewed
each year. (4) Interviews are con-
ducted with a responsible adult
about his or her own health and the
health of his or her children living in
the home. All adults who are at
home participate in the interview,
but respondents report information
for other family members who are
not present at the time of the inter-
view. (¢) A core instrument is used
to collect data about all family
members, adults and children, cov-
ering four main areas: hospitaliza-
tions; use of services provided by, or
under the supervision of, physicians;
the effects of health on functioning,
such as in limiting work or limiting
activities; and the presence of
chronic conditions. (4) This core set
of questions about family members
is asked each year. In addition, in
any given year, supplemental series
of questions may be added to collect
timely data on topics not covered in
the core instrument.

The original impetus for review-
ing the design of the NHIS was
practical. By the mid-1980s, because
of the pressure to collect data not
covered in the core survey, the aver-
age interview extended beyond two
hours. The effects that two-hour
interviews could have on respondents, interviewers, and the
quality of data were quite worrisome. NCHS staff and a
small group of consultants began to work together to think
through ways of streamlining the NHIS. As the core content
of the Survey was reviewed, it became apparent that in each
area there were good reasons to expand, not reduce, the
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amount of data that were being collected. In that process,
five areas were identified as needing particular attention.

First, medical practice had changed markedly since the
original survey was designed in the late 1950s. In particular,
two underlying premises of the early survey were no longer
valid. NHIS was built on the premise that most surgery was
associated with admission to hospitals. Today, a high per-
centage of surgery is done on a day or outpatient basis. The
current NHIS is not set up to capture information on these
procedures. More profoundly, the NHIS was built around
the notion that physicians deliver medical care, primarily
during patient visits to their
offices. Many non-physicians
now deliver important med-
ical services; physical thera-
pists, visiting nurses,
optometrists, and psycholo-
gists are only the most obvi-
ous examples. The current
NHIS does not do a good job
of capturing services delivered
by providers other than physi-
cians, nor is it set up to easily
capture services delivered in
places other than doctors’
offices.

Second, the core instrument essentially
ignores mental health services. Psychological
distress is not measured; services to treat men-
tal conditions are only recorded if they show
up as physician visits.

Third, while the NHIS has been an innov-
ative developer of one approach to measuring
health status, the way health conditions affect
lives by limiting activities, there has been con-
siderable development in the measurement of
health status over the past 40 years,>® and
most of those advances are not well reflected in
the current NHIS.

Fourth, the NHIS has relied for years on
lists of conditions. Methodological studies
have clearly demonstrated a poor correspon-
dence between respondent reports of medical
conditions and comparable information avail-
able from medical records.”"10 In recent years,
there has been considerable growth in knowl-
edge about how to measure the presence and
severity of conditions through self-report. The clinically
important aspects of many conditions, for example, are bet-
ter captured through reporting of symptoms than through
simply naming a condition.!! These advances were not
reflected in the NHIS.

Finally, the current NHIS was set up to characterize indi-
viduals. Data were coded person by person; although data
were collected for all family members, they were not tabulated
and organized by family. Yet, for many analytic purposes, hav-
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The solution to
addressing the
need for more

detailed data
while shortening
the interviews was
the development
of a system of
rotating content.

ing family-level data is of the utmost importance.
Features of the Redesign

The key features of the redesigned NHIS include: (a)
use of rotating content, (4) an emphasis on self-reports, (c)
improvements in the measurement of health status and
chronic conditions, and (d) the capacity to analyze family-
level data.

The solution to addressing the need for more detailed data
while shortening the interviews was the development of a sys-
tem of rotating content. A common set of ques-
tions will be asked each year; in addition, more
detailed questions in a particular area will be fea-
tured each year. The tentative list of areas includes
utilization of medical services, health status, and
discase prevention and health promotion. The
idea is that annual estimates are not needed for all
the many variables collected in the Survey. Those
for which annual data are needed are included in
the core set of questions. However, by having a
rotating set of emphases, the NHIS will cover a
broader array of issues thoroughly on approxi-
mately a triennial basis.

Much greater emphasis will be
put on self-reporting in the revised
NHIS. Instead of having an avail-
able, knowledgeable adult report for
all family members, adults in a
household will be routinely sampled
using an objective random selection
procedure  through which a desig-
nated respondent will be chosen.
Although some data about the fam-
ily will still be collected from any
knowledgeable adult, much of the
data will be collected specifically
about the designated respondent
through self-report. The selection
procedure will allow these respon-
dents, taken together, to constitute a
probability sample of U.S. adults.
Thus, for the first time the NHIS
will routinely collect data by self-
report from a representative sample
of adults.

This change makes three major
contributions. First, the NCHS has sponsored many method-
ological studies that have shown that self-reporting is superior
to proxy reporting on most topics. Hence, reducing the
amount of proxy information provided and relying primarily
on self-reporting will improve the quality of data.101213 Sec-
ond, while proxy reporting may be appropriate for collecting
information about the effects of health conditions, such as dis-
abilities and loss of work, most measures of health status
require self-report. Functional limitation, pain, fatigue, and
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psychological distress are examples of data that no one would
want to collect by proxy. The increased reliance on self-report-
ing opens those areas up to routine measurement and enables
the NHIS to expand its array of health status measures in
important ways. Measures related to mental health will partic-
ularly benefit from this change. Third, having a single person
as the main focus streamlines the data collection. The NHIS
has been extraordinarily cumbersome because it has allowed
for collecting parallel data for all family members. By having a
good portion of the interview devoted to one person, the self-
respondent, the interview is considerably streamlined, making
it easier for respondents and interviewers. It also means that
the interview can be shortened for any given set of survey
objectives, since collecting data for or about one person takes
less time than collecting it for several. Finally, by focusing on a
single individual, with all data in the interview collected about
that individual, analyses become possible that were quite diffi-
cult before. Basically, by having more information about one
individual, rather than less information about several, the ana-
lytic power of the NHIS is considerably increased.

In the new Survey, the approach to the measurement of
chronic conditions will be revised. The NHIS will rely less
on lists of conditions, with the unreliability they have been
demonstrated to produce. In addition to a shortened condi-
tion list, half a dozen of the most prevalent and important
conditions will be measured in a way that is more sophisti-
cated and much more clinically relevant than simple lists
allow. Thus, the value of the chronic condition data that are
collected should be greatly enhanced.

Finally, even though there will be increased focus on a
single self-respondent, the way data are collected about the
family will permit family-level analyses, particularly with
respect to access to care, unmet needs, and insurance status,

in a way that was virtually impossible with the old NHIS.
Conclusion

The content of the NHIS is set on an annual basis. Dur-
ing 1996, two early versions of the redesigned form of the
NHIS underwent extensive testing, one version in the first
half of the year and a second version, much closer to the
future NHIS, during the last half of 1996. The data that
were collected and that will be published from the 1996
NHIS will follow the old format. However, starting in Janu-
ary 1997, the NHIS will be collecting and publishing data
using the redesigned questions and protocol.

Of course, some of these changes come at a price. The
price for collecting a wider array of data through the rotating
topic approach means that some estimates that used to be
available annually will now be available only every three or
four years. The change to increased reliance on self-respon-
dents may have a slightly negative effect on response rates.
When interviewers are free to interview any knowledgeable
person in the household, data may be collected about reluc-
tant or difficult to find respondents who, with the self-
respondent rule, might not provide data at all. Collecting the
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data about only one adult also means that the number of cases
available for analysis will be reduced. While for some pur-
poses, collecting data about each adult in a family provides
highly redundant information, having only one respondent
also has a down side: fewer observations for analysis. Finally,
annual data will be available about fewer chronic conditions.
Some of the rarer conditions that were picked up in the
lengthy condition lists of the past will be measured only when
health status is the topic of emphasis for a given year.

Although some of these costs are quite real and will
affect some of the uses to which the NHIS data will be put,
overall the changes will strengthen the NHIS. The new
Survey will be shorter in any given year, yet the relevance of
the data and the variety of timely issues that can be
addressed will be greatly enhanced. Thus, while some users
of NHIS data may experience moments of frustration
when features of the old NHIS on which they have come to
rely are no longer available, the newly revised NHIS will
give most users more and better data than ever before.

Dr. Fowler is a Senior Research Fellow at the Center for
Survey Research, University of Massachusetts-Boston.

Address correspondence to Dr. Fowler, Center for Survey Research,
University of Massachusetts-Boston, 100 Morrissey Boulevard,
Boston, MA 02125-3393, tel. 617-287-7200; fax 617-287-7210;
e-mail <csr@umbsky.cc.umb.edu>.

References

1. National Center for Health Statistics. Health survey procedure: con-
cepts, questionnaire development, and definitions in the Health Inter-
view Survey. Vital Health Stat 1964;1(2).

2. National Center for Health Statistics. Health Interview Survey proce-
dure, 1957-1974. Vital Health Stat 1975;1(11).

3. Massey JT, Moore TF, Parsons VL, Tadros W. Design and estimation
for the National Health Interview Survey 1985-94. Vital Health Stat
1989;2(110).

4. National Center for Health Statistics. Origin, program, and operation
of the U.S. National Health Survey. Vital Health Stat 1965;1(1).

5. Stewart AL, Ware JE. Measuring functioning and well-being: the
Medical Outcomes Study approach. Durham (NC): Duke University
Press, 1992.

6. Patrick DC, Erickson P. Health status and health policy: allocating
resources to health care. New York: Oxford University Press, 1993.

7. Madow W. Interview data on chronic conditions compared with
information derived from medical records. Vital Health Stat
1967;2(23).

8. Madow W. Net differences in interview data on chronic conditions and
information derived from medical records. Vital Health Stat 1973;2(57).

9. Jabine T. Reporting chronic conditions in the National Health Inter-
view Survey: a review of tendencies from evaluation studies and
methodological tests. Vital Health Stat 1987;2(105).

10. Edwards WS, Winn DM, Kurlantzick V, Sheridan S, Berk ML,
Retchin S, Collins JG. Evaluation of National Health Interview Sur-
vey diagnostic reporting. Vital Health Stat 1994;2(120).

11. Fowler FJ, Patrick DL, editors. Proceedings of the conference on mea-
suring the effects of medical treatment. Medical Care 1995;33(Suppl).

12. Cannell C, Fowler F. Comparison of hospitalization reporting in three
survey procedures. Vital Health Stat 1965;2(8).

13. Cannell C, Marquis K, Laurent A. A summary of studies of interview-
ing methodology. Vital Health Stat 1977;2(69).

Public Health Reports 511



